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LETTERS TO THE EDITOR
An Electrocautery Pleural Biopsy for
the Diagnosis of Desmoplastic
Malignant Mesothelioma During
Semirigid Thoracoscopy
To the Editor:
Desmoplastic malignant mesothelioma (DMM) is a rare
variant of malignant pleural mesothelioma (MPM), which
exhibits a storiform collagen pattern. Semirigid thoracoscopy
is considered a reliable technique for diagnosing DMM,1 but
misdiagnosis may result if an insufficient amount of tissue
specimen is obtained.2 We describe that a gastric electrocau-
tery biopsy technique3 could be used during semirigid thora-
coscopy to obtain a sufficient amount of pleural tissue for
diagnosis even if the tissue is hard. Here, we report the case
of a patient with DMM in whom diagnosis could not be
facilitated using flexible forceps biopsy. A 65-year-old man
presented with 3-month history of a chest pain. A chest
computed tomography scan showed right-sided pleural effu-
sion and pleural thickening. The patient underwent thoracen-
tesis of right chest cavity. Pleural fluid cytology and bacte-
riology were negative, and cytokeratin 21 level (56.5 ng/ml)
was elevated. Thoracoscopy was performed using a semirigid
thoracoscope (LTF240, Olympus, Tokyo, Japan) under local
anesthesia and light sedation. Insulation-tipped (IT) diather-
mic knife (Olympus, Tokyo, Japan) was used as electrosur-
gical biopsy device during semirigid thoracoscopy. This knife
specifically designed to minimize the risk of gastric wall
perforation during endoscopic submucosal resection of early
gastric carcinomas and consist of a conventional diathermic
needle knife plus a ceramic ball at the top. The patient was
placed in the lateral decubitus position, with the side of the
pleural effusion facing upward. An incision was made just
above the site of pleural effusion and an 8-mm flexible trocar
was inserted using the single puncture technique. The thora-
coscope was inserted into the chest cavity revealing dense
fibrotic pleurisy on the entire parietal pleura (Figure 1).
Attempts were made to systemically obtain biopsies from the
parietal pleura. However, because of extensive fibrosis, it was
very difficult to grasp the pleura and obtain sufficiently sized
biopsies using standard flexible forceps. Therefore, we per-
formed a subpleural injection of saline containing lidocaine
and epinephrine to raise the parietal pleura. After making a
hole in the raised pleura, the tip of the IT knife was inserted
and an electrosurgical circular incision was made around the
pleural lesion. There was no pleural pain or extensive bleed-
ing during the procedure. The specimens obtained through
the use of flexible forceps were too small and exhibited small
atypical cluster. Conversely, the specimen obtained using the IT
knife was of adequate size and maintained full-thickness of the
original structure (Figure 2). Histopathologic examination re-
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FIGURE 1. Thoracoscopic findings revealed dense fibrotic
pleurisy with fibrin.
FIGURE 2. The circular biopsy specimen obtained by using
an insulation-tipped diathermic knife (15-mm largest diame-
ter in size).
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vealed a prominent storiform collagen pattern and a lack of
zonation. This was consistent with a definitive diagnosis of
DMM. The patient received four cycles of pemetrexed che-
motherapy. Ten months after initial diagnosis, the patient
died of severe cardiac failure with pulmonary edema.
A histopathologic diagnosis of DMM can be decep-
tively bland. This condition is characterized by symptoms
similar to those associated with reactive pleuritis but with a
storiform collagen pattern on histopathologic examination.
Pathologically, elongated capillaries perpendicular to the
pleural surface and zonation are seen in reactive pleuritis but
not in DMM.4 Specimens obtained by flexible forceps during
semirigid thoracoscopy are typically small or crushed and
inadequate for pathologic determination of MPM subtype. In
the present case, the original pleural structure was main-
tained in the full-thickness biopsy specimen obtained. A
recent review suggested that rigid 5-mm optical forceps
could be used during semirigid thoracoscopy for diagnos-
tic purposes.5 However, with MPM, the use of a multiple
puncture technique increases the risk of chest wall tumor
implantation. Because of these concerns, we devised an
investigational biopsy technique using a semirigid thora-
coscope under local anesthesia. In this case, although the
patient had hard thickened pleura which flexible forceps
could not adequately grasp, we succeeded in hollowing out
the pleura safely and were able to obtain a sufficiently
sized biopsy for diagnostic purposes.
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ERRATUM
In abstract number P2-328 “Is Pemetrexed More Effective in Adenocarcinoma and Large Cell Lung Cancer than in
Squamous Cell Carcinoma? A Retrospective Analysis of a Phase III Trial of Pemetrexed vs. Docetaxel in Previously
Treated Patients with Advanced Non-small Cell Lung Cancer (NSCLS),” which appeared in volume 2, issue 8, supplement
4 of the Journal of Thoracic Oncology on page S851, the final sentence was incomplete. The final sentence should have
read “One hypothesis for this observed interaction is that TS overexpression in squamous cell carcinoma leads to reduced
sensitivity to pemetrexed within that subtype.”
The journal regrets this error.
Abstracts of the 12th World Conference on Lung Cancer. J Thorac Oncol. 2007 Aug;2(8 Suppl 4):S137–852.
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